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The health of our nation gets better only 


when we work together as 
people and government 
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During the first 10 Years of Freedom national, provincial and 
local government have worked closely together to provide 


health services for all in need. 


@ Other government departments have also carried out impor- 
tant programmes that improve our health, programmes like 


water provision, housing and social grants. 


@ Community members have developed clinic and hospital 
committees, formed health organisations and support groups 


and volunteered their help at many institutions. 


®@ Universities, research bodies, health NGOs, trade unions, 
professional bodies, statutory councils and private providers 
have all participated in policy development. 4 


@ International development agencies have shared their knowl- 
edge and have provided generous funding for important proj- 
ects. 


@ Private businesses have begun to recognise their responsibil- 
ity and are contributing more to promote the health of work- 
ers and other South Africans. 


e A strong and productive relationship has been forged with 
our neighbour states in Southern Africa and we have acted ; 
together to influence global issues. 
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10 Years of Freedom in Health Care 
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_ = responsibilities of our democrat- 
ic government, as it took office in 
1994, was to introduce measures to 
ensure that all people would have 
access to essential health care. 


It was clear that fragmented health 
services that had been built to cater — 
unequally — to different sections of the 
population could not meet the needs 
of the entire nation on an equal and 
fair basis. 


Our first task, therefore, was to 
redesign and rebuild the health system, 
to get it into gear for universal health 
care. And, even during the course of 
this restructuring, we had to begin to 
provide more and better health servic- 
es for all South Africans. 


It is sometimes useful to remember 
where we came from — because it 
tells us what we have achieved. 


Although the early 1990s saw an end to 
formal racial segregation in hospitals, 
historic patterns died slowly. By 1994, 
hospitals in the suburbs were still large- 
ly white and under-used, while those in 
townships were crowded and strug- 
gling to cope. Public hospitals in most 
rural areas — and particularly in the for- 
mer homelands — were chronically 
short of skilled health professionals. 
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The Minister of Health 
Dr Manto Tshabalala-Msimang 


Primary health care services had gen- 
erally taken a back seat to hospital 
care. Responsibility for primary care 
was split between provincial and 
municipalities. Huge stretches of the 
countryside were without any local 
health facility. 


Training for nurses and doctors was 
still organised on racial lines. Black can- 
didates struggled to gain entry to cer- 
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tain universities. The statutory bodies 
set up to ensure high standards of pro- 
fessional practice were far from repre- 
sentative. 


Medical schemes had been deregulated 
and costs were soaring. Many people 
most in need of care — like the elderly 
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and those with chronic illnesses — 
were squeezed out of schemes and 


became reliant on the public sector. 


Costs in the private health care sector 
were exceptionally high. This sector 
accounted for about 60 percent of 
total health spending but it only served 
about 25 percent of the population. 
Medicines, in particular, took up a big- 
ger slice of health spending than they 
did in most other countries. 
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The key statistics by which a nation’s 
health is measured told the story of 
an unequal society, with inadequate 
health services for the majority. The 
death rates for babies under one year 
and children under five years were 
high compared to other middle 
income countries. And within our 
country there were huge variations — 
by race and by geographic area. The 
former homeland regions had the 
most disturbing death rates of all. 
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It was clear that the quest for health 
had to start with measures to achieve 
better equity in the health system. 
Priority would be accorded to strate- 
gies designed to impact on the health of 
the poorest and most vulnerable sec- 
tions of society. 


Seeing everyone gets a fair share 


he goal of health care for all 
demands a change in the distribu- 
tion of health resources that can only 
be achieved by deliberately directing 
finance and professional personnel to 
our least developed services. In practi- 
cal terms this means: 

® Shifting government funding from 
provinces with stronger services to 
provinces where the services are 
inadequate. 

® Shifting funds from hospital care to 
clinic services and preventive health 
programmes. 

@ Finding mechanisms to ensure that 
more health professionals provide 
services in the areas of greatest 
need. 


Provincial health services are funded 
both from the national health budget 
and from provincial budgets. It there- 
fore takes co-operation between the 
two spheres of government to achieve 
a shift in funding. 


The gap in health spending between 
provinces has narrowed considerably 
during the past decade. 
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© In 1995, the province with the I 

health budget was spending 3,9 tin 

as much per person as the proving ce 
with the smallest budget. 

® By 2002 the gap was down to 24:1 
and, in terms of budget plans, it was 
likely to continue to close. 


On the primary health care front, the | 
early years of democracy saw an. 
encouraging inflow of money. The 
percentage of public health spending 
on primary health care went up from 
11% in 1992 to 21% in 1996. The 
upward trend has, however, not con- 
tinued for the full decade and primary 
health care spending also varies sub- 
stantially from one municipality to 
another. This matter has been ear- 
marked for special attention in the 
period ahead. 


When it came to achieving a more 
even distribution of health profession- 
als, government took decisive meas- 
ures to improve the situation in rural 
hospitals and clinics. 


Legislation was passed in 1998 requir- 
ing health professionals to perform a i 
year of community service immediate- | 
ly after completing their studies. Over 4 
the years more professional groups 
have been included in the community | 
service programme. 
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Although the programme was loudly 
resisted at first, it has achieved its goal 
by ensuring that there are health pro- 
fessionals in many remote hospitals 
and clinics. 


The total number of professionals who 

have done community service is 

reflected below: 

® Doctors: 6 700 (From 1999) 

® Dentists: 602 (From 2000) 

® Pharmacists: 1527 (From 2001) 

® Allied professionals: 2 740 (From 
2003) 


The last category includes physiothera- 
pists, occupational therapists, speech 
therapists, psychologists, nutritionists, 
environmental health officers and radi- 
ographers. 


The Government aiso entered into 
agreements with other governments 
for foreign doctors to work for limited 
periods in state facilities. By far the 
most important of these agreements 
was that with Cuba. Over a period of 
eight years 638 Cuban doctors have 
served our people mainly in rural hos- 
pitals. 


In 2004 a new system of allowances for 
health professionals working in rural 
areas was announced. The aim was to 
recruit and retain personnel for under- 
staffed services. Until then only doctors 
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had qualified for rural allowances. The 
new system not only increased the 
allowances substantially but extended 
them to other groups — such as pharma- 
cists, professional nurses and various 
allied professions. 


The year 2004 will also see the National 

Health Bill come into effect as law. The 

Bill provides a framework for ensuring 

universal access to health care of good 

quality. 

® It sets basic standards of care for 
both the private and public health 
sectors. 

® It clearly defines the roles of nation- 
al, provincial and local government 
in running the public health sector. 

® It establishes planning mechanisms 
that cover the entire health sys- 
tem. 


® It therefore allows for better coor- 


dination and a more effective use of 
the resources at the nation’s dis- 
posal. 
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Bringing health care to our people 


efore 1994, millions of our ag | 
B:. deep rural areas and_ informal 
urban settlements had no local health 
care. They were forced to travel long 
distances for help — or go without pro- 
fessional care. 


© 7200 new nur. fe 
© 3 800 posts for clinic s 

cleaning personnel. 
e@ 19900 temporary building job: 


In the early days of democracy, the From 2000, provincial health depa t: 
national Clinic Upgrading and Building ments took over responsibility for — 
Programme was born. In the course of building new clinics. In some cases they — 


five years this resulted in: had special donor funding. 
e 506 new clinics and 252 major @ 226 additional new clinics have 
upgrades at clinics. been built by provinces. | 


From disaster to better health care 


The floods that swept through the Free State village of Tseki in 2001 yielded 
unexpected benefits. Two brand new clinics were built within the new housing 
development. For the first time the people of Tseki had access to acceptable 
services in good facilities. 
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Prior to 1994 the clinic at Tseki was closed down. “It was closed because the 
community complained about the kind of treatment they received. Other rea- 
sons related to crime Basically, there was a huge gap between the community 
and the clinic — the community felt they did not own it,” says Mr Papi 
Maarohanye, Thabo Mofutsanyana Health District manager. 
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This clinic was never re-opened. 


“In the absence of a clinic, the community used a classroom as a Clinic, totally 
compromising privacy,” says Ms Lebo Tsibuli, local area manager. “With time a 
company donated a container to use as a clinic. But this was not big enough — 
people had to queue outside on cold and rainy day days.” 
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In the floods of 200! most of the houses in Tseki were destroyed. 


‘In less th 
4 an a year, two new comprehensive primary health care clinics were . 
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of people serve on clinic 
ittees in their spare time. They 
have Espbined the community’s needs 
to Government planners. They have 
watched over clinics as they were built 
and kept them safe from thieves and 
vandals. They continue to guide clinic 
managers regarding service needs. 


Future challenges 


tapped water, proper sanitation and 


electricity. Government has set 
itself the task of changing this situa- 
tion. 

Some clinics are also too small for 
the people they serve and must be 
extended. 

Many clinics, especially in rural 
areas, require more health work- 
ers. 

More communities require 24-hour 


Q ay ; services. 
@ There are still clinics without 


developed and thousands of houses were built through the government’s 
Reconstruction and Development Programme. More than 27 000 family mem- 
bers benefited from the developments,” says Mr Maarohanye. 


The development of the clinics Bluegum Bosch and Tseki has not only brought 
quality health care to the locals but it also provided jobs and training. Each clinic 
has six professional nurses plus two enrolled and auxiliary nurses. Each profes- 
sional nurse at Bluegum Bosch sees 30 to 40 patients, while nurses at Tseki see 
a slightly higher number of patients daily. 


“At both clinics we provide comprehensive primary heaith care, including deliv- 
ering babies in uncomplicated maternity cases,” says Miss Tsibuli. “We have 
more than 30 volunteers trained in counselling on HIV and AIDS, supporting 
TB patients during treatment and community health work. Each volunteer 
recieves a monthly allowance of R500.” (This is due to increase to R1000 in line 
with national policy.) 


Other volunteers have been trained in small-scale commercial farming. “Their 
produce is sold to the weak and frail at the clinic. They also sell fruits and veg- 
etables to the local community.” 
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or many years, people using clinics 
et hospitals had to pay a fee. This 
prevented the poorest people from 
attending clinics and hospitals. Mothers 
would give birth at home without pro- 
fessional help. When sick, people 
would delay getting treatment until 
complications set in. Sometimes, a few 
rands made the difference between life 
and death. From 1994 onward 
Government has dropped the clinic 
and hospital fees for more and more 
people. The free services do not apply 


Removing barriers to services 


pregnant women and ¢ 
under six years. = 
In 1996, all primary health | 
services for users of governme 
clinics became a free of charge. Th 
included medicines dispensed 
clinics. . | 
In 2003, free hospital and clinic 

services were introduced for peo-— 
ple with long-term disabilities. 


Mandela-Sisulu Clinic in Soweto. 


Most of us live on a pension and we cannot afford the expensive life long treat- 
mete Had it not been for the free medication we get from this government 
clinic, most of us would have died,” said Mr Dlephu. 


He recalls that in the early 1990s, when he was still working, he used to buy his d 


diabet ici i - 
: tes medicine privately. “l was paying R440 for a month’s treatment from a 
chemist. You can imagine what it costs today.” 


Sister Busi 
si Maake, who co-ordinates the support group, says the service to dia- - 
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Sure of treatment for life 


Mr James Dlephu is the leader of a diabetes support group that meets at the | 


For the past six years the group has provided education about diabetes, © 
encouraged members to share experiences, organised group exercise sessions 
and assisted people who are newly diagnosed. | 


Since the establishment of the group, none of the members has died as a result 
of diabetes. This success, members believe, is a result of the government's pol- 
icy of free treatment and health promotion. 
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At hospitals the fees are related to 


income. Patients without income are in 
most cases assisted without payment. 


In the years following the introduction 
of free care, clinic visits increased dra- 
matically. The number of children 
attending clinics more than doubled. 
The number of ante-natal clinic visits 
went up by 30%. 


People with disabilities have been pro- 
vided with devices such as wheelchairs, 
walking aids and hearing aids. 


® Since 1998, more than 20 029 
wheelchairs and 6 000 hearing aids 
have been provided by national 
government. This is to wipe out 
the backlog inherited from the 
past. Provinces have ensured that 
new patients get assistance. 

Nearly 140 000 people have had their 
sight restored through cataract oper- 
ations in the period 1998 to 2003. 


James Dlephu 


betic clients extends beyond free 
medication. “You also have to take the 
blood pressure and check blood sugar 
levels. There must be regular eye 
checks and treatment of wounds that | 
develop as result of the disease. All 
these can be costly.” 


Clinic manager Sister Eunnicah Mosidi says: “This free treatment is a right of 
the poor and part of the government policy to ensure all people can access 
quality health care even if they cannot afford.” 


Sister Mosidi said the clinic appointed a professional nurse to coordinate the 
support group because education is central to successfully combating diabetes. 
“It is important to educate patients about diet and exercising. If we only pro- 
vide them with the medication they could just come back again seriously ill. 
This is where the support group is critical. With the help of the nurse, patients 
educate one another about the disease and share ideas on how to fight it.” 


Convenient, continuous care 


Fo many years, health services W 
people. Because there were too few 
clinics, people often had to go to hos- 
pital for a simple ear- 
ache or flu. Where 
there were clinics, they 
offered just a few servic- 
es. Municipal clinics did 
preventive health care 
only and did not stock 
medicines to treat sick 
people. Provincial clinics 
treated sick people, but 
did not offer services 
like immunisation and 
TB control. 


The new Government 
began to develop “one 
stop” clinics where people could get all 
the basic health services under one 
roof. It did this by: 

@ Bringing the municipal and provin- 
cial clinics together under the same 
management team. 

®@ Setting a standard “package” of 
services to be offered by all clinics. 
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not conveniently organised for the 


hospitals 
people. This 


ere saved for s 
helped to avoid 
ing our hospitals 
extended treatment — 
more people on the mor 
available. The system Is 
yet working properly in 
places. Shortages of staf 
and money mean that some 
clinics still cannot offer al 
the services they should. 


The other important step, 
was to make sure tha® 
patients who required more! 
specialised care than the 
clinic could provide, were! 
able to get this through 
smooth referral to a suitable hospital. © 


The key to improving co-operation” 
between hospitals and clinics was the 
creation of the health district. The 
whole country has been divided intes| 
health districts. ; 


Each health district has its own mary 
agers and, in future, there will be a dis! 
trict health council that will give th 
public a voice in running the health dis 
trict. Every hospital and clinic — whethe# | 
run by the province or the municipalit 
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— must play the part outlined for it |) 
terms of a district health plan. 
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On the road to 
“one stop” 
clinics 

In 2002, a survey was 
done at primary health 
care clinics to find out 
how well they were 
doing in terms of offer- 
ing the required servic- 
es. Questionnaires were 
sent to all clinics and | 
713 — or 58% of the 
total — responded. This 
is what their answers 
revealed. 


More than 90 % of clinics offer child 
health services. 


providing Type service 

90 — 100% Child health; Family planning; ST| management; TB treatment; 
Nutrition. 

80 — 89% Maternal health; Adult acute curative; Chronic diseases; 
HIV and AIDS. 

60 — 79% Mental health; Health promotion; Fast queues; Emergency services; 
Violence/sexual abuse; DOTS. 

40 — 59% None. 

20 — 39% Termination of pregnancy; School health; Environmental health; 
Home-based care; Eye care; Oral health; 
Speech and hearing screening; Rehabilitation 

0-— 19% Occupational health; Radiology 


13 


Breathing new energy into 


bout 4-million people are admit- 

ted for treatment to government 
hospitals every year. The quality of the 
treatment they get depends on the 
availability of skilled and committed 
health workers; on facilities that are 
well-maintained; and on adequate 
equipment, medicines and support 
services. 


In 1996, the Government took a hard 
look at the state of its hospital build- 
ings. It was reckoned that it would take 
R8-billion to R10-billion to put them in 
good condition. Some hospitals needed 
to be completely rebuilt while others 
needed major repairs. 
Between 1998 and 2000, the 
national Department of Health 
spent RI,6-billion repairing and 
rebuilding 249 hospitals. 
In 2002 provinces took over 
responsibility for smaller repairs 
and the national Department put 
its money into major long-term 
projects. 
These projects currently involve 27 
hospitals, including 18 totally new 
hospitals. An amount of R3,3-billion 
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has been earmarked for these proj- 
ects in the period 2002 to 2005. In 
addition to improving the buildings, 
the project will upgrade equipment, 
retrain management and improve 
quality of service to the public. 


In addition to this, Government has 

built three major teaching hospitals. 
The Inkosi Albert Luthuli Hospital 
in Durban, which has 840 beds and 
opened in 2003. 
The Nelson Mandela Complex in 
Umtata, which has 460 beds and is 
due to open in 2004. 
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® The Pretoria Academic Hospital, 
with 780 beds, which will be com- 
pleted in 2004. 


An important aspect of hospital plan- 
ning is to make sure that, when people 
need treatment by our top specialists, 
they can get it. Certain highly spe- 
cialised services are offered in just a 
few provinces. But people of all 
provinces have a right to be referred to 


these hospitals for treatment. 


People who cannot afford to pay for 
private health care are the top concern 
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of the government health service. But 
this does not mean that state hospitals 
should ignore patients who can pay for 
the full cost of the service — out of their 
own pockets or through medical 
schemes. Some hospitals have started 
to attract full-fee patients, in some 
cases creating special wards for this 
purpose. The idea is to use the income 
that is generated for the benefit of the 


entire hospital. a Laon : 
ry 
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Top hospitals: A national resource 


John Phiri is an eleven-year-old from North West Province who has a “sec- 
ond home” in the colourful Paediatric Oncology Ward at Johannesburg 


Hospital. 


John has blood cancer and has spent many months over the last five years 
here. Presently he shares the ward with 14 other children receiving treatment 
for different kinds of cancer. While the other young patients play in the ward, 
his small body is covered in blankets on his hospital bed. From time to time 
he vomits into a container. 


“The vomiting and the weakness occur because he reacts to the medication. 
He started feeling ill after he was put on chemotherapy,” said John’s mother, 
Ms Mary Phiri. Ms Phiri knows that the unpleasant treatment has kept her son 
alive. 


“I thank the government for being considerate for the poor. My son has been 
receiving the expensive treatment for free since he was diagnosed with the 
disease five years ago. 


“To date | have not paid a cent. For us Johannesburg Hospital is our second 
home. | get free food everyday and the hospital pays for my transport when | 
have to go back home to the North-West,” says Ms Phiri. 


Although the hospital charges a fee for children over the age of six, this 


depends on the earnings of the parent. Ms Phiri has received full assistance 
because she is unemployed. 


According to Professor Peter Cooper, Head of Paediatrics and Child Health 
at Johannesburg Hospital the treatment of cancer in childhood normally takes 
a few years. “What makes cancer treatment more expensive is the fact that 


the drugs cause complications that require patients to be admitted,” explains 
Professor Cooper. 


The hospital's Chief Executive Officer, Mr Sagie Pillay, says that they admit | 
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Visitors and young ‘residents’ of Johannesburg Hospital’s 
child cancer ward. 


more than 500 children with cancer each year. “The hospital spends almost 
R25 million on drugs and blood products for patients in the paediatric cancer 


ward.” 


There are several other cancer units for children at major teachng hospitals. 
Children from all provinces have a right to be referred across provincial 
boundaries for this special treatment that can, in many cases, restore them to 


good health. 
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Putting our children first 


n important goal for all developing 
Poca is to improve life for 
our children. The new generation is 
our hope for a better future. 


In health, we try to reduce the rate of 
death and illness among babies and chil- 
dren under the age of five. There are 
many ways to do this. The strategies 
include reducing hunger and malnutri- 
tion; reducing infections through envi- 
ronmental interventions; using vaccines 
to prevent disease; and ensuring quick 
and effective treatment 


In the last decade the Department of 

Health and its partners in the commu- 

nity: 

® Created a strong nutrition pro- 
gramme. This involved: 

* Feeding 4,5-million needy chil- 
dren every school day at primary 
schools in all provinces. 

* Making it a legal requirement 
(from October 2003) for milling 
companies to add certain vitamins 
and minerals to all bread and 
mealie meal. In this way, children 
of the poorest families will get 
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better nutritional value from 
food they can afford. 


e@ Expanded our immunisation 
gramme. We did this by: 7 
* Adding new vaccines, like Hib 
vaccine (that prevents some kinds 


of pneumonia and meningitis) and 


hepatitis B. 


* Reaching out to communities to 


make sure more children were ~ 


immunised. Three 
national immunisation 


massive 
weeks — 


were held to raise the levels of | 


polio and measles immunisation. 


@ Trained our clinic staff to treat chil- 


dren’s diseases more effectively and 
enable parents to take life-saving 
action. For example: Deaths from 
diarrhoea have dropped. This is 
partly because millions more families 
have clean water supplies since 
1994. It is also due to educating 
mothers about the importance of 
breast feeding and about how to 
help a baby with diarrhoea. 

®@ Introduced a programme to pre- 


vent mother-to-child transmission 
of HIV. 


In addition to reducing deaths from 
diarrhoea, we have seen a sharp drop 
in measles cases with no measles 
deaths since 1999. We have kept polio 
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cases to zero. Unfortunately, this has 
not resulted in a drop in infant and 
child mortality rates, because other 
fatal conditions are on the increase. 


Future challenges: 


® To effectively prevent HIV infec- 
tion in children and prolong life 
through better management of 
AIDS in children. 
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To further improve nutrition of chil- 


dren. 


To tackle the various risks that 
cause “accidental” deaths in chil- 


dren. 
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Old problems solved . . . new challenges ahead 


You can take the doctor out of the village, but you can’t take the village 
out of the doctor. At least, not out of Dr Eddie Mhlanga, head of maternal 
and child health at the Department of Health. He may be based in Pretoria, 
but his roots remain in rural Limpopo where he grew up. 


Ask him what has changed when it comes to child health, and he paints a pic- 
ture in words of a paediatric ward in the ’80s and early ’90s. The children 
have light brown fuzzy hair, puffy cheeks and huge, swollen tummies. 


“In those years children with such symptoms were filling the wards. They 
were suffering from preventable illnesses — like typhoid, other kinds of 
diarrhoea, measles, severe malnutrition and bilharzia.” 


These days extreme malnutrition, resulting for instance in kwashiorkor, is 
rare. Many new doctors have never seen a measles case. And deaths from 
diarrhoea have dropped. 


Dr Mhlanga believes that two important processes after 1994 revolu- 
tionised child health: the National Programme of Action for Children and 
the Integrated Management of Childhood Illnesses (IMCI). The former was 
aimed at bringing various sectors together to put the interests of children 


first. The latter introduced a simple but comprehensive way of managing 
child health in clinics. 


For the first time an integrated and comprehensive child health care strat- 
egy was introduced through the two processes. All government depart- 


ments started to work together to achieve a single objective, an integrat- 
ed development approach. 


The product was the introduction of free ante-natal care, the school nutri- 
ton programme, child care grants, access to housing for large numbers, 
Provision of clean safe water, better environmental hygiene . . . and so on.” 


The benefits can be seen just by walking though children’s wards (even in 
ie hospitals) and looking at the statistics. But new challenges in child health 
nave emerged in the form of HIV and AIDS, tuberculosis and respiratory 
infections and child abuse. In the next decade, South Africa must keep up the 
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omen have special health needs 

linked largely to their ability to 
bear children. The Constitution recog- 
nises this by mentioning reproductive 
health services as a basic right. 


In addition, the health of women often 
has a profound impact on those whose 
lives depend on them. The benefits to 
be gained by promoting the health of 
women therefore extend well beyond 
women themselves. 


In order to improve the health of 
women, government has continued to 
present women with a choice of con- 
traception free of charge at clinics. 


Government has also promoted safe 
pregnancy and childbirth by: 
Extending access to antenatal care 
through our clinics. Nine out of 10 
women now attend antenatal clinics. 
Increasing primary level maternity 
More than 8 out of 10 
women have the services of a 
health professional during child- 
birth. 
Enacting the Choice on Termination 
of Pregnancy Act that gives women 
the right to safe, legal termination of 
pregnancy. As planned, this reduced 
deaths due to illegal, back street 
abortion. 
Creating a reporting system for 


units. 
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every death that occurs during 


pregnancy in childbirth. This 
enables us to identify weaknesses in 
the health system and to take steps 
to improve the service. 


In spite of all these steps, too many 
women still die during pregnancy and 
childbirth. 


BS challenges: 

To tackle weaknesses in the health 
system that place women at risk 
during pregnancy and childbirth. 
To improve access to termination 
of pregnancy services. 

To improve the management of 
pre-existing conditions, like hyper- 
tension, HIV and heart disease, dur- 
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ing pregnancy. 


Building defences against HIV and AIDS 


IV and AIDS were recognised as a 

major public health challenge in 
Sub-Saharan Africa several years before 
the 1994 elections. Although a national 
AIDS plan was drawn up in the early 
1990s, few steps were taken under the 
old political order to implement this 
plan. Basically, the establishment of a 
National AIDS Programme was left to 
the new democratic government. 


Over the years Government has devel- 
oped a comprehensive response to HIV 
and AIDS, using international experi- 
ence as a guide. The huge increase in 
special budgets for HIV, AIDS and TB 
reflects Government’s seriousness 
about this matter. The national health 
budget’s AIDS allocation to provinces 
has gone from R30 million in 1994 to 
R782 million in 2004. In addition, in 
2004 provincial legislatures will also 
receive RI,9 billion intended for the 
AIDS programme. Equally significant is 
the fact that partners in many sectors 
have taken up the HIV and AIDS chal- 
lenge as their own. There has been 
debate and protest but, in the end, we 
have a nation that is alert to the threat 
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of HIV and AIDS and increasing! 
to act. 


By 2004 this is where w 
stood: 


Preventing the spread of HIV. 


Building partnerships and - 
support systems. 


The Khomanani campaigns provide — 
information to a majority of South 
Africans through radio and TV | 
adverts, door-to-door visits and , 
community events. ; 
Lifeskills training and peer educa- 
tion are available to young people in 
schools, promoting safer sex 
options of abstention, condom use 
and one-partner relationships. 

High quality condoms are readily 
available free of charge. More than 
270-million were distributed in 
2003. 

Treatment of sexually transmitted 
infections is widely available at no 
cost. 

The programme to reduce mother- 
to-child transmission of HIV is 
expanding. 

Preventive drugs are available for 
survivors of sexual assault and health 
workers exposed to infection. 


The South African National AIDS 
Council has entered its second term. 
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Provincial AIDS Councils are well 
established in all provinces and 
councils at district and metropoli- 
tan level are increasing. 

The mobilisation within sectors has 
created widespread support for the 
National AIDS Programme. 

®@ More than R40 million a year is dis- 
bursed to national NGOs working 
in the field. 

®@ Provinces allocate additional fund- 
ing to smaller NGOs and communi- 
ty organisations. 

® Through increased civil society 
activity, the number of support 
structures is growing steadily. 


Improving TB management. 


® TB treatment is available free of 
charge at almost all clinics. 

® The directly observed method of 
TB management (DOTS) is used 
across the country. This allows 
patients to remain in the communi- 
ty for most of their treatment. 

® There has been a strong drive to 
improve drug supplies and diagnos- 
tic testing. 

® Thousands of community members 
act as treatment supporters to 
encourage patients to complete the 
full six-month course of treatment. 


Our TB services have improved but we 
still have much to do. The number of 
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TB cases is going up and the cure rates 

are not improving to the extent that we 

need. Multi-drug resistant TB, caused by 

inappropriate or interrupted treatment, 

is on the rise. The key to better results 

in TB control seems to lie in: 

® Improving public awareness of TB. 

® Bringing more partners into the 
programme. 

® Managing the link between HIV and 
TB better. 


These areas of action are a priority as 
we enter the second decade of freedom. 


Treating other opportunistic 

infections. 

® The development of treatment 
guidelines and the training of thou- 
sands of health workers has 
improved treatment at clinics and 
hospitals for the many infections 
associated with HIV and AIDS. 

@ A special partnership, formed with 
Pfizer, ensures indefinite free access 
to the costly drug fluconazole need- 
ed to treat two serious AIDS-related 
infections. 

®@ Special funding is allocated to 
provinces to boost the treatment 
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_ Expanding home- and 
community-based care. 
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: of AIDS-related “conditions : in all 
clinics and hospitals. 


© An estimated 892 


: provinces were offering this s 
@ Networks of caregivers are sup- by 2003 oe 


ported by provincial health depart- 
ments to provide home nursing to 


@ More than 24400 caregivers 
been trained by the health service. — 


Caring together across South Africa 


“Khomanani — Caring Together” is the slogan of government HIV and AIDS 
campaigns. Across South Africa there are communication teams that have 
taken this slogan to heart. They have joined hands to create a new force for 
awareness and support in their communities. 


Government’s part in this was to provide a week of intensive training on HIV 
and AIDS and on communication to selected volunteers. By the end of each 
training session, the volunteers had formed a group and decided on their first 
community project. They were given a small budget to get things moving. 


And they continue to move, even today... 


In Letlhabile in the North West Province, the Tshwaraganang team started off 
with a door-to-door campaign to encourage people to take an HIV test. As in 
most communities, the community radio station was part of the action and it 
paved the way for house visits through advance publicity. 


The team visited 203 homes and persuaded 42 people to take the test. As a 
result 18 people discovered that they are HIV-positive and have plenty of sup- 
per as they learn to live with this fact. In order to better help people living 
with HIV and AIDS in Letlhabile, Tshwaraganang members are undergoing fur- 
ther training as home-based caregivers. Their commitment is for the long-term. 


In Limpopo, the Tshepo Khomanani team promoted voluntary counselling and 
testing through an open day. Before that they had gone to various churches, 
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-omprehensive Plan 

» In November 2003 Cabinet adopt- 

ed a Plan to strengthen the nation’s 

_ response to HIV and AIDS. 

@ The Plan focuses more strongly on 
promoting healthy living among 
people infected with HIV. 


HIV and AIDS 


spreading AIDS awareness and break- 
ing down prejudice. The proof of their 
success was the attendance at the 
open day: An estimated 70% of 
Botlokwa turned out. 


communication 
team sets its own agenda within scope 
of national campaigns. In Cala, Eastern 
Cape the team focused on awareness 
the youth; and _ in 
Umgungungdlovu, KwaZulu-Natal on 
care for orphans and other affected 
children. 


Every Khomanani 


among 


In Warrenton, Northern Cape, the 
coordinator of the Frances Baard team 
is Elfrieda Booi who leads from the 
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A Khomanani communication 
team in action in Makhonatsohle, 
Limpoppo 


front by disclosing her HIV-positive status. In the same province, Upington 
team co-ordinator May Ntlaganizo has drawn his whole family into the project. 
Shortly after the Khomanani training workshop May’s brother tested positive. 
May was able to give his brother hope through good, clear information. He 
continues to give the gift of hope to others. 
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C is for condom... and for choice 


In 2003, the Department of Health distributed more than 270-million condoms 
free of charge. The aim is to make it easier for people to prevent the spread 
of HIV. 


The approach is beginning to show results. 


There has been a 36% increase in the use of condoms among young people, 
says Mr John Wilson, an adviser in the National AIDS Programme. 


Research done in one province showed that 80% of regular condom users got 
their condoms free from government. 


And, over the last four years, there has been a slight drop in the HIV infection 
rate among teenagers attending state antenatal clinics. 


Condoms are not the only option for preventing HIV infection. Government 
awareness Campaigns stress that people have options and the solution they 
adopt will depend on their age, their personal beliefs and circumstances. Some 
young people are choosing to wait until they're older to experience sex. 


Others rely on regular condom use for protection. Too many still take the risk 
of unprotected sex. 


So, the struggle to protect South Africans from infection and re-infection con- 


tines: And one aspect is the constant improvement of the condom distribu- 
tion system. 


2 al condoms must meet the quality standards of the South African 
ureau of Standards and the World Health Organisation. All batches are strict- 
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and AIDS” 


ID . einer will roche ART 


over the next few years, improving 


n 2004, initially offering treatment hospitals, clinics, laboratory servic- 
_ atone service point in every district es and pharmaceutical supplies in 
_ area. It will increase service points the process. 


ly tested. In 2001 the Department of 
Health introduced a computer-based 
System that records quality details of 
all condoms supplied by government. 


“The system also has details about how 
many condoms have been distributed 
nationally and to who,” explains Mr 
Wilson. “Every month we get reports 
on what is being received and what is 
being issued. This information helps to Pascal Paile records condom 
avoid shortages.” orders. 


Government condoms are available at more than 3 000 sites. Many of these 
are clinics, but the programme is spreading to more and more community 
organisations, spaza shops, hair salons, taverns and other public service points. 


Warehouse and distribution manager Mr Stanley Hendricks never lets go of 
the fact that lives depend on condom quality. “Poor storage and exposure to 
harmful chemicals can cause a condom to break and expose someone to infec- 
tion. We run regular workshops to teach nurses, health promoters, commu- 
nity health workers and many others about the proper storage and use of con- 
doms.” 


Regular awareness campaigns, good quality and reliable stocks are the basics 
of the programme. In 2004 a bit of marketing magic will be added for better 


results. 
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Healthy world, healthy people 


“action to deal wih some risk in the 


environment. Various infectious dis- 
eases are carried by water or by 
insects and animals. Polluted air affects 
health in many ways. Through action 
to improve the environment, the pub- 
lic health sector has dealt with major 
public health problems. 


Malaria made a deadly comeback in 
the 1990s following a ban on the use of 
DDT to kill mosquitoes. The Health 
Department got permission from the 
relevant international bodies to use 
DDT under carefully controlled condi- 
tions to spray homes in areas affected 
by malaria. Within three years the 
number of malaria cases had fallen 
from 64 622 tol3 339. Another impor- 
tant aspect to malaria control is that 
we work in close co-operation with 
Mozambique, Swaziland and Limpopo 
to make sure that progress on one 
side of the border is not undermined 
by a lack of action on the other side. 


ing in such areas will aways be at r 
and need to understand how to pro 


tect themselves by purifying water and 
by high levels of hygiene. A severe 
cholera outbreak took place in 2001/2, — 
mainly in KwaZulu-Natal. Since then 4 
the health services have been better 
prepared and have brought recent out- 
breaks under control. 


Tobacco smoke has been linked to 
many cancers and to heart disease. It is 
a major health risk, whether inhaled 
directly or through the air. By passing 
a law that banned cigarette advertising 
and put strict controls on smoking in 
public places, government has made 
important advances against tobacco 
use. We are seeing a drop in tobacco 
use and — if this continues — we could 
be avoiding some serious health prob- 
lems in years to come. South Africa’s 
strong leadership against this deadly 
commodity has been widely recog- 
nised in the international world. 
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b syond the Beets of government. e This 
means that people with deadly illnesses 
jometimes go without treatment 
| because the medicine is too expensive. 


When this government was 

voted in, it: 

© Developed a plan to make the best 
use of the medicines that were avail- 
able in state hospitals and clinics. 

© Passed a law that intended to ensure 
access to affordable medicines. 


The law for affordable medicines was 

known as the Medicines Control 

Amendment Act of 1997. 

® It allowed the Minister to permit 
suppliers to purchase medicines in 
other countries if the prices of local 
pharmaceutical companies were 
unreasonably high. 

® It directed the Minister to make 
regulations on medicine pricing and 
on the fees that wholesalers and 
pharmacists could add to the basic 
price set by the manufacturer. 

® It instructed pharmacists to offer 
customers the cheaper option, 
where the same drug was made by 
several manufacturers. 


The Medicines Control Act is a law for 
a developing nation that urgently needs 
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to. po the health of its people. It 
is a law for the people — all our people, 
whether they can afford private health 
care or use public health services. This 
law demands change from big drug 
companies, from medicine wholesalers 
and from health professionals — but 
many have not welcomed this change. 


The world’s biggest drug companies 
took the Minister of Health to court to 
try and stop this Act. The Minister 
stood her ground and — under a tide of 
public criticism -— the companies 
dropped the case. They delayed the law, 
but they failed to stop it. And in 2004 
the public will begin to see the benefits 
of this law in cheaper medicine prices. 


When it came to making the best use 

of medicines, the Department of 

Health required all clinics and hospitals 

to follow an Essential Drugs List, which: 

© Helped to control the cost of med- 
icines. 

© Made ordering easier, so stocks of 
medicines became more reliable. 

© Gave health professionals clear 
guidelines when to use what drug. 
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ince 1994, access to essential health 
care has been a basic right. 


There are additional rights that all indi- 
viduals should enjoy when they seek 
assistance from a health professional 
or health service. These rights do not 
change, whether you attend a govern- 
ment clinic or a private doctor. 


In November 1999, the Minister of 
Health launched the National Patients 
Rights Charter. This document was 
intended to inform the public what 
their rights and responsibilities as 
patients are. The Charter is displayed 
in most state hospitals and clinics and 
all health professionals in the public 
sector are expected to live up to it. 


In 2003, patients’ rights got a further 
boost in the National Health Bill. The 
Bill deals particularly with patients’ 
rights to information about their 
health and to private and confidential 
treatment. It also directs provincial 
health authorities to strengthen com- 


plaints procedures for clinics and hos- 
pitals. 


Health workers’ rights are also impor- 
tant. Many health workers are exposed 
to risks in the course of their work. 
Violence and abuse are, unfortunately, 
often experienced by health workers. 
The Health Bill recognises this and 
permits health workers to refuse 
treatment to patients who are violent 
or abusive. 


Through the new Mental Health 
Services Act, government has also pro- 
vided special protection for people 
who are in psychiatric hospitals as they 
are often unable to claim their own 
rights and have limited access to the 
wider community. 
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The Patients’ Rights Charter 
Your right to dignity 


As a patient you have the right to: 


Enjoy a healthy and safe environment 

Access health care services 

Receive confidential care in private conditions 

Be referred for a second opinion 

Exercise a choice of health services 

Enjoy continuity of care 

Know the name of the health worker treating you 
Lodge complaints about poor service 

Participate in decisions affecting your health 
Receive information to assist your decisions about treatment 
Refuse to undergo treatment 


Know how your medical aid scheme or health insurance 
works 


As a patient your responsibility is: 


To take care of your health 

To respect the rights of other patients and health workers 
To use the health care system properly and not abuse it 

To provide health care workers with correct information 


about your health 
@ To follow the treatment you agreed to 


(The Patients’ Rights Charter is subject to the laws of the country and to the avail- 


ability of financial resources) 
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ommunity organisations have 

always played a role in health. 
Without a representative government, 
however, there was little co-operation 
with the public health system. This has 


changed in the decade of freedom. 


The hundreds of clinic building proj- 
ects completed through the RDP Fund 
always involved active community par- 
ticipation through a chosen commit- 
tee, 


The new National Health Bill recognis- 
es hospital boards and clinic commit- 
tees as essential features of the public 
health service. In some provinces, hos- 
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pital boards have been redesigned, to 
represent their communities more 


fully and play a bigger role. 


Community health workers have 
increased in number and we have tens 
of thousands playing a critical role in 
health promotion, TB control and 
home-based care for AIDS. The vari- 
ous health departments have come 
together to standardise the monthly 
allowance for community health work- 


ers and to improve their training. 


There are also many volunteers who 
give of their time for free, in the spirit 
of vuk’uzenzele. They raise funds for 
hospitals and clinics, transport 
patients, feed patients, entertain sick 


children and face-lift facilities. 
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Getting value in the private sector 


an ei elie 
Ith care should do so. In this way, 
ernment spending can focus on the 
= number of people who rely on the 


When private health care becomes so 
expensive that people with regular 
_ salaries cannot afford it, this is a prob- 
_ lem for the country. It means that pub- 
lic hospitals and clinics will have to 
serve even more patients — and the 
quality of service may go down instead 
of up. 


Government therefore has therefore 

taken steps in the freedom years to 

ensure that health consumers in the 
private sector get value for money. 

@ The Medical Schemes Act created 
the Council for Medical Schemes to 
regulate all medical schemes. The 
Council keeps a close watch on all 
schemes. It takes steps to see they 
are financially stable and it investi- 
gates members’ complaints. 

® The Act also insists that schemes 
cannot discriminate in accepting 
members. They cannot turn away 
any person simply because of age or 
a serious illness. 

® Certain medical benefits are laid 

down by law and all schemes must 

provide such benefits. Of particular 
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importance is treatment for costly 
chronic care in the later stages of 
life. 


Since the Act was passed, the member- 
ship of medical schemes has stopped 
shrinking. Schemes are also on a better 
financial footing, with more savings. And 
the rise in costs of schemes — particu- 
larly administration costs — is being 
closely watched. 


The Department of Health believes 
the time has come to begin to extend 
health insurance to people in lower 
income groups. There are many work- 
ers who could be part of a medical 
scheme if there was some subsidy for 
them. In the second decade of free- 
dom, we are likely to see health insur- 
ance for all people in formal employ- 
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(ne of the gifts of freedom was 
X=” membership of the family of the 
Southern African Development 
Community. For several years, South 
Africa chaired the SADC Health Sector 
and hosted a special office to promote 
co-operation and implement decisions 
of the Health Ministers. With the ben- 
efit of regular meetings, SADC Health 
Ministers were able to speak with a sin- 


gle voice on the world stage. Over the 
years SADC nations: 
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Put the spotlight on the link 
between poverty and poor health. 


@ Stood together to demand afford- 
able medicines for major diseases 
including AIDS. 

Carried out regional awareness 
campaigns on malaria control. 
Assisted each other with training 
and skills development. 


Our experience of working together as 
a region helped us to play a positive 
role in producing the health plan for 
the New Partnership for Africa’s 
Development. This plan focuses on 
overcoming the epidemics of infectious 
diseases that plague our continent and 
building up our health systems. 
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© outh Africa has also been wel- 
~ comed back into global health 
forums, such as the World Health 
Organisation, the United Nations 
Children’s Fund and UNAIDS. These 
organisations helped us change our 
health system to cater more effective- 
ly for the health needs of the poor. We 
used methods that had been devel- 
oped through these organisations in 
other countries with similar conditions 
to ours. 


Within a few short years South Africa 
was able to make its mark in these 
important international health forums. 
For example we played an active part 
in: 

@ Fighting for affordable medicine 
prices and compelling the World 
Trade Organisation recognise that 
high drug prices resulted in large 
numbers of deaths in poorer coun- 
tries. 

® Setting up the Global Fund to Fight 
HIV, AIDS, Tuberculosis and 
Malaria. 

® Concluding the first worldwide 
agreement on health that deals with 
tobacco control. 

® Raising health high up on the devel- 
opment agenda at the World 
Summit on Sustainable Develop- 

ment. 
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28-27 March 2003 


25-27 March 2001 


® Hosting important international 
forums on health, including meet- 
ings WHO Afro and the Non- 
Aligned Movement. 


In 2004 South Africa chairs the Afro 
Region of WHO and is vice-chair of 
the World Health Assembly. 


Our country has also forged one-to- 
one agreements on health with several 
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countries. 
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